Background. Our study aims to estimate hypertension (HTN) prevalence and its predictors in rural and urban area. Methods. We conducted a cross-sectional population-based study involving subjects aged 15 to 65 years. Collected data (sociodemographic, blood pressure, weight, height, and blood glucose) were analyzed using SPSS version 20. A logistic regression was conducted to look for factors associated with HTN. Results. Mean was 47 years. High blood pressure (HBP) prevalence was 21.1 and 24.7%, respectively, in rural and urban setting. In rural area age group significantly predicted hypertension with age of 60 years having more-than-4-times risk of hypertension, whereas, in urban area age group, sex and body mass index were predictors with OR: HTN raising from 2.06 [1.24-3.43] for 30-44 years old to 7.25 [4.00-13.13] for 60 years and more using <30 years as reference. Female sex was protective with OR of 0. 45 [0.29-0.71] and using normal weight as reference OR for overweight was 1.54 [1.04-2.27] and 2.67 [1.64-4.36] for obesity. Conclusion. Hypertension prevalence is high and associated factors were age group in rural area and age group, female sex, and body mass index in urban area.
Introduction
Hypertension (HTN) as leading risk factor for cardiovascular diseases has been largely described by many authors in the world [1] [2] [3] [4] . As in other parts of the world HTN is a public health problem of growing concern in Low-and MiddleIncome Countries (LMIC) [5, 6] and particularly in Africa [7, 8] . Newer African data on prevalence from communitybased studies are high and above 25% [9, 10] and up to 53% [11] . Many factors have been described as associated with HTN [2, 12, 13] .
Published data and mostly those from population-based studies are either old or rare in Mali. Prevalence data based on a 2002 conducted survey found 26% in the urban setting Bamako [14] . Recent data are therefore needed as well in urban as in rural areas. Our study aims to estimate hypertension prevalence and its risk factors in some rural and urban areas based on 2013 step survey data.
Materials and Methods
We conducted a cross-sectional population-based study, whose data stemmed from the 2013 STEPS-Survey in urban and rural areas. This approach has been described by the World Health Organization (WHO) [15] .
Sampling and Data
Collection. The study sample is based on the last STEPS-Survey which was conducted in 2013 with 2 International Journal of Hypertension A two-stage cluster sampling method was used to select subjects from urban and rural areas. First clusters were obtained among communes in the three involved regions and second clusters from quartiers within these communes. Households were then randomly selected and all eligible adults in the household were interviewed and underwent physical exam and measurements.
The sample size was calculated using the formula A total of 30 clusters as given in Table 1 were obtained.
Data Collection.
The following data were recorded for each study participant:
(ii) 3 blood pressures and heart rate measures in 5 min interval, using their mean as systolic, diastolic blood pressure, respectively, SBP, DBP, and HR Height was measured without shoes to the nearest centimeter with subject stand on the footplate with back against stadiometer rule.
Weight was measured to the nearest 0.1 kg on an electronic scale with the subject wearing light clothing and no shoes.
Waist circumference (WC) and hip circumference (HC) were measured with a stretch-resistant tape that is wrapped snugly around the subject, but not constricting.
WC was measured at the midpoint between the lower border of the rib cage and the iliac crest with the subject being light clothed.
HC was measured around the widest portion of the buttocks.
We used for blood pressure measurements a Frangly5 aneroid sphygmomanometer with a medium and large cuff size and performed measures at rest, the subject being in sitting position on the right arm. The mean of the two blood pressure readings was used for each subject in this study. A third measure was performed in some cases if blood pressure values were borderline.
Definitions. Education level was graded as follows:
(i) Level 0: no school attending (ii) Level 1: school attending for 1-6 (iii) Level 2: school attending for 7-9 (iv) Level 3: school attending for 10-12 (v) Level 4: school attending for 12 and more years Hypertension was defined as systolic blood pressure (SBP) ≥ 140 mmHg and/or diastolic blood pressure (DBP) ≥ 90 mmHg or self-reported use of antihypertensive drug irrespective of measured blood pressure [16] .
Mean arterial blood pressure (mBP) was calculated with the following formula: DBP + ((SBP − DBP)/3).
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General obesity was defined by body mass index (BMI) and further central obesity through the waist circumference (WC) [17] .
BMI served to define weight disorders as follows:
(ii) Normal weight (NW): 18.5-24.99
(iii) Overweight (OW): ≥25.00-29.99
(iv) Obesity (OB): ≥30.00
Based on waist circumference, OW was defined as WC ≥90 cm and ≥80 respectively for men and women and OB as waist ≥102 cm for men and ≥88 cm for women [18] . For waist-to-hip ratio (rWH) Men with a rWH 0.90-0.99 and women with a rWH 0.80-0.84 were classified as overweight, whilst men with a rWH ≥ 1.00 and women with a rWH ≥ 0.85 were classified as obese [18] .
Diabetes was assessed with a glucometer (one-touch ultra Bayer5), fastened or postprandial with cutting values of 1.26 and 2 g, respectively, and the use of antidiabetic medicine.
Data Analysis.
Statistical analysis was done using analytical software SPSS version 20. Results were expressed as either mean values (standard deviation) or proportions. -test for continuous variables and chi-square or Fisher test analysis for categorical variables were used. Level of significance was set at 0.05.
After a prevalence estimation in rural and urban setting, hypertensive subjects were selected to compare them regarding sociodemographics and descriptives variables.
Finally a logistic regression was conducted to look for predictors of hypertension in rural and in urban setting using age group, marital status, sex, educational level, tobacco smoking, alcohol consumption, body mass index, waist circumference, and waist-to-hip ratio and diabetes as independent variables.
For logistic regressions the following references were used: <30 years, single, Female, unschooled, nonsmoker, no alcohol consumption, normal weight for BMI, WC, and rWH, no diabetes, and resting HR > 90/min
Results
From the 2102 study participants, 495 were hypertensive subjects of whom 118 (23.8%) resided in rural area.
Mean age of the sample was 47.78±13.230 (47.00±13.214 in rural and 48.03 ± 13.243 in urban area with = 0.451). Height and Glycemia were slightly higher in urban areas with 167.60 versus 165.76 cm and 120.18 versus 116.23 mg/l with value of 0.074 and 0.536. rWH was not significantly different with 0.91 in urban and 0.92 in rural area and value of 0.634 (Table 2) Table 2) .
Age group showed the same profile, increasing proportion up to 59 years in urban as in rural areas. Age group 45-59 y made 37% (9.5 in rural and 27.5% in urban areas). But differences did not reach significant level (Table 3) .
Female sex and the status married represented 60.2 and 81.4% of the sample, respectively, but with value of 0.086 and 0.676 whereas almost half of the sample was unschooled ( < 0.0001) ( Table 3) .
HBP prevalence was 21.1 and 24.7%, respectively, in rural and urban setting (Figure 1) .
Among blood pressure parameters, heart rate was lower in urban areas (78.8%) versus 81.25% in rural areas with a value of 0.040. Systolic, diastolic, and mean arterial pressure were slightly higher in urban areas with, respectively, 151.23 mmHg, 94.62 mmHg, and 113.49 mmHg versus 150.94 mmHg, 94.10 mmHg, and 113.04 mmHg in rural areas. Corresponding values were, respectively, 0.900, 0.675, and 0.753 (Table 4) . Pulsed pressure was in the same level with 56.84 mmHg in rural areas and 56.61 mmHg in urban areas ( = 0.904).
Using logistic regression, age group was found to be a significant predictor for hypertension ( 2 = 139.13, df = 22, and < 0.001) in rural areas. The OR were 2.60, 4.97, and 9.70 for 30-44 y, 45-59 y, and above 60 years old, respectively, with under 30 years as reference (Table 5) .
Whereas in urban area age group, sex, and BMI were found as predictors for hypertension, hypertension increased in age group from 2.06 CI [95% 
Discussion
In the study with a large data sample, we first estimated HTN prevalence in rural and urban area and then conducted a logistic regression to look for predictors of HTN. To our knowledge it is the first time that community-based data are analyzed in such a way. Previous studies are either community-based in urban area [14] or from hospital based data. Figure 1 . There is more HTN in urban area than in rural area as found by many other authors [13, 19, 20] . Previous data [14] was conducted only in the urban city of Bamako. Compared to others parts of the world [5] our prevalence is relatively low. Trends over the time due to unavailability of data cannot be assessed as done for west African countries [21] .
Hypertension in Rural Area.
Our data suggest high prevalence of HTN as found in other rural areas in Africa [19, 22] but remains low compared to data from Ghana [23] with near twice our prevalence. This is opposed to data from rural areas in Sudan with near 16% [24] . Our high prevalence could be due to either a real increase in HTN prevalence due to changing in behaviors (less physical activity, diet modifications) or modification in the population.
Looking for predictive factors, we found that only age group and resting heart rate significantly predicted HTN, with OR for age group increases with increasing age from 1.05 to 3.4 as shown in Table 5 . This also conforms to what is known about HTN and it increases with aging. Many factors are found to be associated with HTN such that in our study (Table 6 ) age and BMI were predictors for HTN as found by Abebe et al. [13] and Neupane et al. [25] . Fasting glucose [13] and income and educational level [23] were factors found by these authors.
Hypertension in Urban Area.
The same finding of a high HTN prevalence was confirmed with our data. Our prevalence of 24.7% is practically equal to that found on data from the 2002 study which was conducted using the same WHO STEPwise approach and had involved only population of the urban city of Bamako.
In their systematic analysis Adeloye and Basquill [8] gave prevalence for countries of different regions Africa. Our prevalence was similar to that of sub-Saharan Africa as found by Adeloye and Basquill. Elsewhere, we see large differences in prevalence, but increase is constant [25, 26] . Some authors reported stable prevalence like in Switzerland [27] , Turkey [28] .
Opposed to finding in rural area, age, female sex, and body mass index were found to be predictive for HTN. For age group the OR increases with age from 2.06 (30-44 years) to 7.25 (60 and more) which is similar finding in most studies [10, 13, 23] in Africa.
Female sex appeared to be protective in our study with an OR of 0.45.
Lastly BMI was the third predictive factor that we found with OR 1.54 for overweight and 2.67 of obese subjects. This increasing of HTN with increasing BMI has been described by many authors [13, 23] .
Strength and Limits.
Our data provide recent and community-based data on hypertension prevalence in rural and urban areas in Mali, using the WHO STEPwise survey strategy, and contribute to covering the need of such data.
We faced some difficulties which can be considered as limits. First, due to financial reason, lipid profile was not included in the 2013 STEPS-Survey. Second we also have been unable to take into account income and lastly comparison was difficult due to the lack of previous data.
Conclusion
Hypertension prevalence is high in rural and urban area and associated factors were age group in rural area and age group, female sex, and body mass index in urban area. Our data could be used as reference and serve to initiate more extensive studies permitting to get robust data for deciders. It is also important to find financial support to include lipid profile in the next STEPS-Survey.
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